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NPs work within the constraints of specific
rotocols.
kground
 paper extrapolates from an Australasian
y designed to generate shared research-based
petency standards for Australian and New
nd NPs. There is a flow of nurses between
two countries and the existence of a Trans
an Mutual Agreement requires mutual rec-
tion of qualifications. Research to develop
d standards for NP education and practice
commissioned to support this process.
rse practitioners are registered nurses who
 completed a required number of years of
cal practice in a clinical specialty, and under-
 focused Master education relevant to their
ialty. Nurse practitioners practice from a
ing approach, but accept responsibility for
tional practices such as diagnosis, the order-
of laboratory tests, and prescribing. The
el of NP authorisation used in Australia and
 Zealand involves planned educational prep-
on (Master degree), and a rigorous process
re the legally protected title is conferred. The
lopment of the role is relatively new in
ralia and New Zealand, with both countries
g established education and authorisation
esses but still moving slowly to create
loyment structures. In New Zealand espe-
, the role is directed towards a population
h focus.
procedural tasks, and will follow protocols in
exactly the manner we argue against in this paper.
The focus of this paper, in considering chal-
lenges to the usefulness and efficacy of NPs, cuts
to the heart of occupational flexibility. If NP
practice is limited and constrained by depend-
ence on specific protocols, or in any way made
dependent on the presence or supervision of
medical practitioners, then the full potential of
the role is diminished. Drawing on the study
outlined below, we argue that the most valuable
aspects of NP practice (flexibility, responsiveness,
and increased workforce capacity) are directly
limited, if not impeded, by the use of constrain-
ing protocols.
Literature review
Historically, the NP role originated in the United
States during the 1960s to assist in improving
primary health care to under-serviced communi-
ties. Similar factors to those evident in the US and
Canada paved the way for the implementation of
NPs in the United Kingdom in the 1980s,3
including cost containment in health service pro-
vision, the development of a more skilled nursing
workforce, and the need to provide improved
access to health care services.4 Very little previous
research has attempted to define the essential
nature of NP practice, with most research to date
focusing on comparative assessments with medi-
cine on cost, quality, patient satisfaction and
safety issues, and some evaluation of the role fromalian Health Review February 2007 Vol 31 No 1 109
early, the boundary between nursing and
icine is an area of interest, with the potential
ncreased flexibility; and this is exactly the
traversed by the NP role. To suggest certain
 are forever to be performed by medical
titioners is to be rigid and inflexible, and a
e for the cumbersome and costly health
m that currently fails to address significant
umer need.1,2 Christensen et al1 suggest that
are an “innovative disruption” offering signif-
 potential for change if the forces of resist-
 to change and traditional power bases can be
enged. Interestingly, Christensen et al also
me that NPs will be used for simple levels of
a health outcome perspective.4-9 Australia and
New Zealand have moved more recently to
develop the role, drawing on the experience and
evidence of those countries.
As health professionals, Australian NPs are
subject to both national and state or territory
legislation, while NPs in New Zealand are covered
by national legislation. A substantial amendment
of health care Acts and regulations has occurred
in both Australia and New Zealand in response to
implementation of the NP role. These Acts and
regulations provide the broad legal framework
under which the NP may practice. In 1998, a
ministerial taskforce in New Zealand supported
110
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development of the NP role.10 A policy
ment was developed that outlined the regu-
n of NPs and formed the framework for the
role.11 Development of the role of NP has
 debated in Australia for more than a dec-
2 Seven Australian states and territories have
rtaken or are currently undertaking formal
cts to explore NP roles. As of mid 2005,
 were NPs registered to practice in five
ralian states or territories.13
e history of state rather than national
nsibility for employment and regulation of
ing in Australia has resulted in different job
riptions and roles. Inconsistencies may occur
e there is state rather than national responsi-
 for nurse registration.14 However, as is
nt from the UK, when there is national
ing registration but no protection of the title
P, inconsistencies may still occur.15 The
nsistencies across NP roles in Australia pro-
 variation in service delivery and misunder-
ing about the NP role, thus limiting the
ntial that the introduction of a new role with
 title protection provides, to make an innova-
contribution to health in Australia and New
nd.
 Nurse Practitioner Standards 
ject
004 the Australian and the New Zealand
ing Council sponsored the Nurse Practi-
r Standards Project. The aims of this project
were analysed according to the requirements of
each dataset, and triangulated to produce findings
that addressed the research aims. The study
received full ethical approval from relevant
human research ethics committees.
The research findings were summarised in the
full report:
The core role of the NP is distinguished by
autonomous extended practice. Practice
involves the application of high level clinical
knowledge, enhanced by autonomy and leg-
islated privileges. Practice in this role is
characterised by fidelity to the primacy of a
nursing model of practice. The NP is a
clinical leader with a readiness and an obli-
gation to advocate for their client base and
their profession at the systems level of health
care (p.1).16
This description captures the nature of the core
role of an NP and provided a basis for the
development of competency standards for NP
practice and education in Australia and New
Zealand.
The concept of capability
One of the findings from the study was the
recognition that NP practice was characterised by
attributes that included, but moved beyond, com-
petencies. During the interview process each NP
provided a narrative of case management that
they identified as representative of their NP prac-Australian Health Review February 2007 Vol 31 No 1
 to conduct research that would inform a
ription of the core role of the NP; core
petency standards for the NP in Australia and
 Zealand; and standards for education and
ram accreditation for NP preparation leading
gistration/authorisation.
e primary source of data was in-depth inter-
s with fifteen authorised NPs.16 Additional
were derived from NP education programs
 14 New Zealand and Australian universities
tertiary education providers, and interviews
 academics from 12 of these programs.
nsive literature related to NP legislation and
 was collected, collated and reviewed. Data
tice. In-depth analysis of these case data revealed
a consistency in clinical practice responses that
could not be explained through a competency
model alone. During literature searching and in
peer discussion we identified the notion of capa-
bility as a useful conceptual framework that cap-
tured practice attributes of the NP.
The literature in this field suggests that capabil-
ity is related to creativity, dealing with complexity,
and using competencies in novel and unpredicta-
ble environments. The notion of capability has
been explored mainly in education and comput-
ing;17,18 but has not been considered in relation to
nursing practice, or indeed health care, until the
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nt study. However, the recognition of capa-
 as a feature of NP practice is in direct
rast to the current trend in some countries to
t, control, and prescribe NP practice through
use of clinical protocols. This trend is not
mented in the scientific literature and is
ult to substantiate, but it is strongly reflected
rganisational level policy, procedural, and
tice environment discussions. As an example,
r Permanente, the largest private integrated
h care system in the world serving 8.2
on members in nine states across the US,
loys NPs who, in some settings at least,
re to set guidelines and care pathways, and
r the mentorship of a physician may “fur-
” medications rather than prescribe.19 In
plete contrast, the large consortium of an
ated 250 nurse-managed health centres in
S which conduct over 1.5 million annual
t encounters 20 do not use prescriptive proto-
and deliver excellent health outcomes for
ts.
e concept of capability emerged in the UK
e mid 1980s as a response to the need for
asing organisational competitiveness, and
rapid changes occurring in the nature of
.21 Since that time, the concept has been
er developed and applied to the creation of
ing environments that can better develop
bility.17,21,22 Cairns has defined capability
eing present when someone has a justified
idence in their ability to take appropriate
effective action to formulate and solve
vidual cases, rather than attention to the rote or
procedural thinking induced by controlling
protocols.
Our Australasian research on competency
standards for NPs has found clear evidence of an
attitude and approach to practice which has a
good fit with notions of capability. In our study,
NPs described their ability to move beyond com-
petency and beyond rules, and to synthesise
knowledge, experience, and judgement to make
highly individualised but safe decisions for indi-
viduals and individual situations. It became clear
to us that the strength and value of extended
nursing practice, as practised by the NP, is the
ability to respond with confidence to the myriad
complexities produced by human variation in
situations of health, injury, and illness. The
notion of capability captures what we found in
the case studies of NPs, and this has significant
implications for the current trend of using pre-
scriptive protocols to define and direct the prac-
tice of NPs. A brief note of explanation is
warranted. There are still many experienced
nurses practising in Australasia who may well
demonstrate capability, but have not yet under-
taken the authorisation process to become recog-
nised as NPs.
Protocols and guidelines
Guidelines for practice fall under a range of titles,
and there is no consistent relationship between
the nature of such a document and its title. Thealian Health Review February 2007 Vol 31 No 1 111
lems, in both familiar and unfamiliar and
ging settings.23 Thus, while competencies
individual and measurable skills, demon-
ed and assessed against agreed standards of
petence, capability is also an integration of
ledge, skills, and personal qualities that
used effectively and appropriately in
onse to varied (familiar and unfamiliar)
mstances.23 Transferring this to the health
ng, and in clinical terms, this means apply-
clinical judgement honed by extensive
ledge and experience and underpinned by
vel of confidence. This allows decision
ing to reflect the clinical nuances of indi-
literature refers to this confusion and notes the
various use of the terms, guidelines, protocols,
algorithms, standards, practice policies, and
more.24 The distinction we wish to make in this
paper is between multidisciplinary guidelines
aiming to support practice, and discipline-specific
protocols designed to control practice.
In using a guideline such as the New Zealand
Guidelines Group document The assessment and
management of cardiovascular risk,25 for example, it
is expected that health professional groups would
source advice on cardiovascular risk management
based on graded evidence. In contrast, a protocol
provides a formulaic list of clinical responses and
112
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edures expected of NPs managing a client
 cardiovascular disease, which often includes
ling the point at which they are expected to
 the client to a medical practitioner.
ultidisciplinary evidence-based guidelines for
al practice evaluate and grade the available
national evidence to determine best practice
ll practitioners regardless of discipline. These
idisciplinary guidelines can provide clinicians
 ready access to graded evidence. In contrast,
 are also examples in the US, the UK and
ralia of specific clinical protocols prepared to
mine the nature and limits of NP practice. The
 protocol in itself conveys a sense that it is
 than just a guideline; rather it is a set of rules
iring rigid adherence. Protocols may include
ithms, which determine formulaic clinical
nses to a finding, or an illness event. Protocols
mine to a large extent not only individual
itioner responses, but also when and where
ral is indicated. In some instances in Australia
cols are required at the regulatory level, with
col criteria established which define and limit
P role independently of the registration pro-
26 These criteria are signed off by a variety of
nnel, such as academic educators, experi-
d clinicians, advanced clinical nurse specialists,
edical practitioners. In other instances proto-
may not be legislatively mandated but imposed
ganisational or employer level. The result in all
ese jurisdictions is that role development is
trained in ways that may not be directly about
ssional practice, or client needs.3
most often as supporters rather than detrac-
tors.29,30,31 Berg24 notes critics have argued that
guidelines/protocols lead to cookbook medicine,
deskilling by reducing the need for independent
thought, and reduction of professional autonomy.
Conversely, advocates have argued that such doc-
uments do permit room for individual interpreta-
tion, allow for deviation, and act to formalise the
knowledge base of a professional group.24 The
utilisation of all forms of protocol is part of an
overall sweep towards objectivity rather than
subjectivity.32 The debate seems polarised: on one
side there are those who see the provision of
health care as a linear system; and on the other
side those who recognise the innate complexities
of the system, and unreliability of prediction.
Clinicians in both nursing and medicine are
usually deeply aware of the variation in human
experience, and the significant impact of context
and demographics on most health and illness
experiences.
Protocol as control
Any form of guideline should be used as a
support to flexible practice, so that, just as crea-
tive cooks add extra garlic or leave out some
ingredients, capable practitioners have the oppor-
tunity to adjust their clinical responses according
to the needs of each clinical event. To continue
the analogy, it is the experienced and senior cooks
who have the confidence and are successful at
such alterations, because they draw from a vastAustralian Health Review February 2007 Vol 31 No 1
r concern is that specific NP clinical proto-
are an attempt on the part of employers to
rol NP practice. This occurs ostensibly and
tly on the grounds of safety and due caution,
more covertly as an extension of medical
rol of nursing practice27,28 and a failure to
erly recognise the skills and knowledge base
Ps. We argue that capable clinicians, intent
ollowing rules, may miss the very cues to
h their education, ability and wisdom are
ned to respond, which may increase the risk
or decision making.
rses have joined the wider debate about the
ts or otherwise of evidence-based practice,
repertoire of knowledge and long experience.
Similarly, senior practitioners may more confi-
dently deviate from guideline recommendations
when their clinical judgement assesses this to be
appropriate or beneficial. It has been noted that
“Algorithms that reduce patient care into a
sequence of binary (yes/no) decisions often do
injustice to the complexity of medicine and the
parallel and iterative thought processes inherent
in clinical judgment.” 33
Why, we ask, is it considered necessary to
prepare controlling protocols for NP practice,
rather than anticipate that NPs will draw from
appropriate multidisciplinary guidelines balanced
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st their clinical judgement, as is expected of
ical practitioners? The nature of autonomy34
lie at the heart of this issue. Proclamations of
nomy and independence by nurses raise
 in some medical circles. Such fear is often
tly couched in concerns for the collaborative
ionships known to be essential for good
nt outcomes (see research related to Magnet
itals35), or fears for patient safety from NP
tice. Such fears are unsubstantiated in any
tific literature.
nically there is evidence that collaborative
ionships flourish when they are between
titioners whose relationships are based on
ider equity, where the relationship is not
rchical, does not involve the supervision of
discipline by the other, and where the
gth and integrity of contributing parties is
nised.36 These authors specifically demon-
e that discipline-specific autonomy is crucial
ccess and facilitates collaboration.
rkforce flexibility
e practitioners are a needed workforce devel-
ent to increase labour supply.37 NPs can
ide a flexible, accessible and much needed
ce, which easily spans the boundaries of
h maintenance and illness management. An
rican physician noted this over 30 years ago,
 addressing trainee NPs in the US she stated:
y expanding your knowledge and skills into
edicine, and thereby acquiring some of that
spawned by Young’s article: “The nursing profes-
sion’s coming of age”49). Many medical practitioners
would argue, of course that their focus is absolutely
on the person. However, nursing education does
have a stronger curricular focus on the socio-cul-
tural determinants and impact of health and illness,
and a strong focus on assisting people to be healthy
regardless of poverty, ethnicity or sexuality. Nurses
expect to focus on the contextual details of assisting
a person to live well with their diagnosis. The
addition of tasks such as the ordering of diagnostic
tests and prescribing does not change that focus, but
improves access to services by allowing the NP to
provide the full episode of care.
Conclusion
Nurse practitioners can become an important
workforce strategy for managing the increasing
cancer and chronic illness burden, and delivering
on the goals of primary health strategies. Both
New Zealand and Australia have expended con-
siderable energy at the legislative and government
policy level in creating and establishing the NP
role. Nurses themselves have willingly under-
taken the additional expensive education, making
the time and financial commitments. It seems
wasteful and counterproductive if the very useful-
ness of NP practice and the increased workforce
flexibility is to be endangered by constraining
protocols. Health systems can not afford the
waste of human resource that such practices
create.alian Health Review February 2007 Vol 31 No 1 113
ontrol, you can in fact expand into nursing.
ess medicine when mixed with more nurs-
g, is probably better medicine (or to trans-
te, better health care). By expanding into
edicine you will need — more than ever
efore — to increase your consciousness of
hat nursing is all about. (p. 686)38
nurses wish to diagnose and prescribe, do they
imply train in medicine? How do nursing and
cal education differ? The simple answer is often
medical practitioners treat illness and disease
nurses care for people in context and focus on
ising health and wellness (see for example the
t debate in the British Medical Journal39-48
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